Ali patients presenting with acute upper gastrointestinal bleeding between November 1986 and April 1988 were admitted to a centralised joint medical/surgical unit, with a policy of early clinical and endoscopic assessment and rapid surgical intervention in those at high risk. Of the 430 patients admitted 69*5% were over the age of60 and 30% had significant additional medical conditions. 50 4% were bleeding from peptic ulcers and one third had been taking non-steroidal anti-inflammatory agents. Fifty five patients underwent surgery, which in two thirds was carried out within 24 hours of admission, usually for continued bleeding. In patients with peptic ulcer the operation rate was 21*6%. Overall mortality was 3*7%, and in those with bleeding gastric or duodenal ulcers 5-5%; surgical mortality in the later group was 15-2%. All patients who died had serious concomitant pathology and 87% were over 70 years of age. Adoption of a centralised approach to management ofhaematemasis and melaena is feasible in a District General Hospital and associated with an improved survival.
Bleeding from the upper gastrointestinal tract is a common medical emergency, but in spite of advances in techniques for diagnosis, resuscitation, and surgical and anaesthetic management, the overall mortality has remained constant over the past three decades at around 10%.''6We analysed the mortality from upper gastrointestinal bleeding in patients admitted to the Royal United Hospital, Bath, in the years 1981 to 1985 and found rates of 10 to 12%, comparable with the results from other non-specialised centres.4 7 8 A logical approach to management involves admission of patients to a central unit staffed by medical and surgical gastroenterologists to allow prompt resuscitation and evaluation. This, coupled with an aggressive surgical policy in those identified as being at high risk, has been shown to lead to a significant reduction in mortality.9 '0 The feasibility of such an approach, however, outside a major teaching centre has been questioned. To address this problem we negotiated the agreement of our medical and surgical colleagues to test the applicability and value of such an approach in this district general hospital. In this paper we report the first 18 months experience of such a team approach and conclude that such a policy may readily be applied by adaptation of existing resources, and results in a significant reduction in mortality. (Table I ). 69 5% were over the age of 60 and 32% were over 80 years of age. 95 8% of patients underwent endoscopy within 24 hours of admission; in 15 patients the procedure was delayed to allow resuscitation and three patients died before they could be adequately resuscitated.
CAUSES OF BLEEDING
Two hundred and seventeen patients had peptic ulcers, accounting for just over 50% of the total with gastric and duodenal ulceration being almost equally divided (Table II) . Gastric or duodenal erosions accounted for just over one third of the total, whilst Mallory Weiss tears, oesophageal varices and gastric carcinoma comprised just over 8%. In a further 30 patients bleeding was either from another source or no cause for the haemorrhage could be found.
USE OF ASPIRIN AND NON-STEROIDAL ANTI-INFLAMMATORY DRUGS
34-6% of patients had taken aspirin or a nonaspirin non-steroidal anti-inflammatory drug (NASAID) in the week before admission and 84% of these were over the age of 60 (Table III) . Use of NASAIDS was significantly more common in patients over the age of 60 while the reverse was the case for salicylate ingestion.
OVERALL OUTCOME Rebleeding Rebleeding occurred in 18 patients (4 2%); all but one of these had either peptic ulcers or oesophageal varices (Table IV) Patients undergoing surgery stayed one to 27 days (median six days) in the unit whereas the corresponding figures for those treated medically was one to 17 days (median three days). Average bed occupancy throughout the period of study was 86%.
Mortality
Sixteen patients died giving an overall mortality of 3 7% (Table VIII) . The mortality from peptic ulcers was 5 5% and in those undergoing surgery 15-2%. There was a progressive rise in mortality with increasing age; all but one of the patients who died were over the age of 60 and 87% were more than 70 years old. Table IX analyses the patients who died. All had serious concomitant pathology and three were admitted in a moribund state and died within a few hours of admission. A further patient found to have a gastric ulcer with no stigmata, deteriorated progressively after admission but on laparotomy was found to have total ischaemia of the small bowel and died on the operating table.
As well as increasing age and other medical problems, mortality was significantly higher in patients who rebled, who had a systolic blood pressure of <=90 mmHg, or admission haemoglobin of 10 g/dl or less on admission than in those without these complications (Table X) .
Discussion
The proportion of patients presenting with upper gastrointestinal haemorrhage who are elderly has increased markedly over the past 30 years37 8 and the advanced age of many of the around balancing the risks of rebleeding against the hazards of surgery in elderly, debilitated patients; surgical mortality rates of up to 50% have been described in this situation. A policy of indiscriminate early surgery has been shown to convey no survival benefit over medical management alone;'6 the proportion dying from complications of surgery was similar to the proportion who were treated medically and who died from the complications of continued or recurrent bleeding.'7 Surgery must therefore be reserved for those who are more likely to die if nothing is done. Such a policy can only be effectively applied if all patients are admitted to a central unit staffed by physicians and surgeons with special expertise in gastroenterology; not only does this allow rapid assessment and resuscitation but also close monitoring by nursing staff acquainted with the particular problems likely to be encountered.
The results of the present series confirms the value of such an approach. Our overall mortality rate of 3-7% is significantly lower than the figures of 15-1% and 11-7% reported in recently published series from district general hospitals in the United Kingdom.78 The proportion of patients with peptic ulceration and oesophageal varices, who are most prone to rebleeding and in whom the mortality is highest, was similar in these two series to ours. Our mortality rate also compares favourably with the figure of 2-7% reported by Hunt et all whose policy was similar to our own. These workers did not report the ages of their patients but in a more detailed study describing the outcome of patients with duodenal ulcer" ages were younger than in the present series. Our management policy was based on that described by Morris et al" who reported an overall mortality of 2% in patients with bleeding peptic ulcers undergoing early surgery. The mortality in our patients with gastric and duodenal ulcers was higher, but Morris et al did not include those deemed unfit for surgery, whilst in the present series there were no exclusions if the entry criteria were met.
Our operation rate in peptic ulcers is similar to that reported by Morris et al'°and nearly two thirds of our patients who underwent surgery were operated on within 24 Provision ofthe necessary resources in the face of financial constraints is obviously a potential problem. The key to successful management is admission of all patients to a single identifiable ward, and although a joint medical/surgical ward is desirable, it is not essential. Nursing expertise is central to the success of such a policy, but with a standardised protocol this is not difficult to implement and the same results should be achievable by reserving beds for patients with haematemesis and melaena on a specific ward. Our 11 bedded unit catered satisfactorily for a catchment population of 410 000 and no patient requiring admission had to be turned away. The current practice of admitting these patients to medical rather than surgical beds is appropriate because of the high proportion with significant additional pathology. The other advantage of a centralised approach is that patients with minor lesions can rapidly be discharged.
We conclude that it is possible to apply a policy of centralised management for patients with haematemesis and melaena in a district general hospital by adaptation of existing resources, and this leads to benefits for patients, junior staff training, and utilisation of beds. 
